Introduction
Constipation is thought of as a fairly common complaint in patients with myxoedema. Conversely, some thyrotoxic subjects develop diarrhoea, which may occasionally be the presenting symptom. Objective data on the frequency and degree of these changes in patients with thyroid disease are, however, lacking.
The bowel habit of patients attending for investigation of thyroid function was therefore studied. Patients with thyrotoxicosis and myxoedema were compared with subjects found to be euthyroid. Those having pronounced changes in bowel habit were also studied separately to assess whether they differed in any other respect from the rest.
Methods
Patients who attended the Institute of Nuclear Medicine in 1968 and 1969 for studies of thyroid function were interviewed and asked about their bowel habit, their answers being noted before thyroid function tests were performed. Care was taken to present the questions (Table I) Laxatives were taken more than once a week by 23 subjects (4-9(y).
The distribution of bowel frequency in patients with myxoedema was clearly different from that in the euthyroid subjects, though only one had noticed a definite change in bowel habit. None had a bowel action more than twice a day, and, conversely, there was a significantly greater number with a bowel action less often than three times a week (x2=3X92, n = 1, P<0-02). Seven of the 45 hypothyroid patients were taking laxatives more than once a week (15 6%), a frequency over three times that in euthyroid subjects.
In the group of patients with thyrotoxicosis the changes were more pronounced. Less than half (49.4',',) had a single daily bowel action, and only in 10 (6 0%) was bowel frequency less than once a day, a significant difference from the euthyroid group (X2= 16-77, n= 1, P<0-001). Thirty-six thyrotoxic patients (21-4%) had noticed a recent increase in bowel frequency, and two had noticed a decreased frequency. Only five (3.0%) were taking laxatives more than once a week. Nine had four or more bowel actions a day, the most extreme examples being two patients with seven and one patient with 10 actions a day.
Discussion
Changes in the bowel habit of patients with thyroid disease are familiar to most clinicians, but little objective evidence exists regarding their nature or frequency. Few previous authors have used strictly defined criteria, and it is well known that the interviewer can bias the patient's response to interrogation. In several studies more thyrotoxic patients regarded themselves as "constipated" than complained of "d;arrhoea," but the criteria for these two states were not given. Thus Shirer (1933) stated that 6 out of 42 thyrotoxic patients had diarrhoea but 13 had constipation. Similarly, Scarf (1936) described diarrhoea in 16 out of 80 patients with thyrotoxicosis, but noted constipation in 30. Wayne (1954) reported diarrhoea in 7 out of 90 thyrotoxic patie-nts but noted that constipation was "by no means uncommon." Change in bowel habit was not thought to be helpful in the clinical diagnosis of thyrotoxicosis or hynothyroidism (Crooks, Murray, and Wayne, 1959) . The use of inexact terminology and the possible presence of observer or subject bias may explain the difference between these previous results and those of the present study. These factors were discussed in a recent critical survey of normal bowel habit (Connell, Hilton, Irvine, Lennard-Jones, and Misiewicz, 1965 Case Reports Case 1.-A man of 54 was admitted to hospital stating that three weeks previously severe bifrontal headache had suddenly developed. He stayed at home, but the headache did not improve. On examination he was very drowsy, dysphasic, and disorientated, with pronounced neck rigidity, right hemiparesis, and bilateral extensor plantar responses.
Lumbar puncture yielded xanthochromic fluid, red cells 27,000/mm3, white cells 6,000/nun3, with 95%°, lymphocytes and 5% polymorphs, sugar 90 mg/ 100 ml, and protein 45 mg/ 100 ml. He was transferred to our neurosurgical unit with the provisional diagnosis of subarachnoid haemorrhage. X-ray films of the skull and chest showed nothing abnormal and the peripheral blood picture was normal. Bilateral carotid angiography showed a right-sided subdural haematoma but no aneurysm or vascular malformation. The subdural haematoma was evacuated through a right parietal and right frontal burrhole, and a parietal subdural drain was left for 48 hours. The patient made a quick and satisfactory recovery, and when last seen, 10 months after operation, he was back at work as a skilled artisan, free from abnormal signs and symptoms.
Case 2.-. -A woman of 59 was admitted to hospital disorientated and incontinent. During the two weeks before admission she had two sudden severe attacks of headache with vomiting and was drowsy for the last three days. Neck rigidity, slight right
Regional Centre for Neurology and Neurosurgery, Oldchurch Hospital, Romford, Essex PETER GORTVAI, M.CHIR., F.R.C.S., Consultant Neurosurgeon D. I. ANAGNOSTOPOULOS, DIP.MED., Neurosurgical Registrar hemiparesis, and bilateral extensor plantar responses were noted. Lumbar puncture yielded blood-stained fluid with a xanthochromic supernatant. She was transferred to our neurosurgical unit with the diagnosis of subarachnoid haemorrhage. Skull and chest x-ray films showed nothing abnormal and the peripheral blood picture was normal. Bilateral carotid angiography showed a right-sided subdural haematoma, but no aneurysm or angioma. The haematoma was evacuated through a posterior parietal and temporal burrhole. The subdural space was drained for 48 hours. Within a few days she was free from signs and symptoms, and when last seen, four months postoperatively, she was in excellent health.
Case 3.-A woman of 59 had had rheumatic fever in childhood and had developed mitral stenosis. Mitral valvotomy had been performed two years previously and she was given digoxin, frusemide with oral potassium supplement, and phenindione. Two weeks before admission to our unit she suddenly developed headache and lost consciousness for an hour. Six days before admission she again complained of sudden headache with vomiting and photophobia. Lumbar puncture yielded blood-stained fluid with xanthochromic supernatant. On admission she was correctly orientated but drowsy, and her neck was stiff. Left hemiparesis and bilateral extensor plantar responses were present. The heart was fibrillating and there was a rumbling mid-diastolic murmur over the apex of the heart. There were no clinical signs of congestive cardiac failure. Chest x-ray examination showed enlargement of the left auricle; the lung fields were clear. Skull x-ray films showed nothing abnormal. The peripheral blood picture was normal. Quick's prothrombin test gave the same time as the control 10 days after phenindione was stopped. An electroencephalogram showed only minor generalized disturbance. A brain scan with technetium-99 indicated increased activity along the lateral edge of the brain in the right frontotemporal area suggestive of a subdural haematoma. Bilateral carotid angiography showed a right subdural haematoma. The haematoma was evacuated through a right temporal and right parietal burrhdle and the subdural space was drained for 48 hours. The headache improved immediately. The hemiparesis cleared up more slowly. When last seen, three months postoperatively, she was free from symptoms and abnormal neurological signs.
Two cases of subdural haematoma with a history of dramatic suddenness were described by Clark and Gooddy (1953) . As these authors pointed out, the differentiation of subdural from subarachnoid haemorrhage on the grounds of slower onset of the former, as suggested by Richardson and Hyland (1941) , is not valid in all cases.
A history of significant head injury is often absent in cases of subdural haematoma. Jelsma (1930) obtained a history of
